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REMINDERS
Enter audio code when using both computer 
and phone for better audio quality for all.
Please note your name, then add your 
comment or question
FOR ZOOM CALLERS
Review sign-on instructions carefully to assure 
a good audio experience.
Please mute audio
FOR IN-PERSON ATTENDEES
Please speak towards the microphones
Use the Zoom Mute, Start/Stop Video, and 
Chat Box if needed
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LEARNING OBJECTIVES
After participating in this activity, learners will 
be able to:
Describe the value of risk stratification and 
registries for population health 
management in clinics providing integrated 
behavioral and primary care. 
Understand potential risk stratification 
approaches for identifying high-risk patients 
served in integrated care. 
Recall lessons learned about applying risk 
stratification algorithms to support 
population health management through 
case studies of local integrated care clinics. 
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Question: What is your level of involvement 
with Risk Stratification?
• We have a tool embedded in our EHR and actively use it to manage patients
• We have a tool outside of our EHR and actively use it to manage patients
• We have a tool, but currently do not utilize it to manage our patients
• We do not have a tool, but would like to implement one
• We have not considered risk stratification in our organization
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INTRODUCTION TO UTILIZING RISK 
STRATIFICATION IN THE PRACTICE 
SETTING
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20% 200 could benefit from more intensive support 
80% …of the total health care spending in the US
5%
Account for nearly 1/2 of U.S. Health Expenditures
For every 1,000 patients in a panel…
Source: www.nachc.org/wp-content/uploads/2018/02/Action-Guide_Pop-Health_Risk-Stratification-Sept-2017.pdf






• Patient experience of care
• Health of populations
• Reduce cost











Risk is dynamic, not static
Value Based Payments
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Examples of Risk Stratification Methods
• Hierarchical Condition Categories (HCCs)
• Adjusted Clinical Groups (ACG)
• Elder Risk Assessment (ERA)
• Chronic Comorbidity Count (CCC)
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Getting started…
Start small, 3 or 4 data points - Grow as comfort level grows
• Step 1 Compile a list of patients
• Step 2 Sort patients by condition
• Step 3 Stratify patients to segment the population into target groups based on the number of 
conditions per patient
• Step 4 Design care models and target interventions for each risk group
Source: ://www.nachc.org/wp-content/uploads/2018/02/Action-Guide_Pop-Health_Risk-Stratification-Sept-2017.pdf
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Examples
• Care Transitions Network Risk Stratification Tool
Enables providers to stratify risk, identify 
trends, and track outcomes over time at the 
population level 
• CCSA adapted from Aims Center
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The National Council 
Care Transitions Network
Risk stratification tool https://www.thenationalcouncil.org/wp-content/uploads/2017/01/Risk-Stratification-Tool-11Jan2017_FINAL.xlsx
Risk stratification tool user guide  https://www.thenationalcouncil.org/wp-content/uploads/2017/01/Care-Transitions-Network-VBP-Tools-User-Guide_Version-
1.0_FINAL.pdf
Data Jam: Risk Stratification for Behavioral Health  https://www.thenationalcouncil.org/wp-content/uploads/2018/09/Risk-Stratification_Data-
Jam_9_20_18_FINAL.pdf
Risk Stratification Tool with BH Focus
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CCSA Registry/Stratification
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From the field…
“The Patient Centered 
Assessment Method, PCAM, is 
a tool medical practitioners 
can use to assess patient 
complexity using the social 
determinants of health … the 
final section focused on the 
actions that can be taken.”
http://www.pcamonline.org/a
bout-pcam.html
“Johns Hopkins ACG Risk 
Stratification scoring 1-5. Works 
very well and it is incorporated 
in our population health 
software, which is connected to 
our EMR, NextGen”
https://www.hopkinsacg.org/
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HOW TO GET THE MOST VALUE OUT 
OF TOOLS/PROCESSES IMPLEMENTED
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Putting it into Action: Planning
Identify your pilot 
team, including a 
clinical champion
Determine project 




project aims and 
measures
Map out the 
process and 
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Putting it into Action: Implementing
• Utilize data to help determine a pilot patient population.
• Determine which platform is best for your organization: 
• EHR 
• Outside tool (Excel spread sheet, software platform)
• Ensure the components (behavioral health screens, SDoH, chronic medical disease) you are 
tracking support your global and specific aims.
• Have an early discussion on how you will address the findings of the data.
• Identify someone on your clinical team who will be responsible for tracking and analyzing the 
data (behavioral health clinician, nurse care manager, other).
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Putting it into Action: Study and Action
• Determine who your highest 
need patients are
• Develop a criteria for 
identifying these patients
• Implement a concrete way 
the treatment providers can 
address the high-risk 
patients (huddles, case 
reviews, etc.)
Patient Level
• Identify if there is a common 
theme
• Are there possible next 




• Determine if there are other 
components that need to be 
captured
• Are there particular 
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and Certified Diabetes Nurse Educator, Catholic Medical 
Center
RISK STRATIFICATION IN PRACTICE
Risk Stratification
Matt Augeri





 High utilizer of the ED/Multiple admissions – > 3 times in a year 
(weighted as a 2)
 Housing status – Street (tent or car or outside) (weighted as a 2)
 Substance use disorder current or history within 1 year – active (Audit or 
DAST scores) (weighted as a 1)
 Behavioral Health diagnosis (Bipolar Disorder, Schizophrenia, 
Schizoaffective Disorder, Anorexia Nervosa Disorder, Major Depressive 
Disorder) – active (weighted as a 1)
 Chronic disease uncontrolled (Diabetes with A1C > 9; Hypertension with 
BP > 140/90; COPD on 3 or more controller medications) (weighted as a 
1)
 Frequent no show of appointments (5 or more) (weighted as a 1)
 Process for outside referrals and practice staff – referred clients are risk 





 Run model more often than 6 months
 Integrate with EMR
 Meet with Clinical Team to redefine risk factors
2/6/2019 33
2/6/2019 34
“I think that health care is more about 
love than most other things. If there isn’t 
at the core of this two human beings 
who have agreed to be in a relationship 
where one is trying to relieve the 
suffering of another, which is love, you 
can’t get to the right answer here” 
Donald M. Berwick is a former Administrator of the Centers for Medicare and Medicaid 
Services (CMS). Prior to his work in the administration, he was President and Chief 
Executive Officer of the Institute for Healthcare Improvement a not-for-profit organization.
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PAYMENT FOR UTILIZING RISK 
STRATIFICATION APPROACHES
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Question: Does your organization currently use 
Chronic Care Management (CCM) codes or 
Collaborative Care Model (CCoM) codes?
• Yes, chronic care management codes
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Revenue Opportunities for High Risk Patients
• Chronic Care Management (CCM)
Billable codes for high risk patients with more than 2 chronic health 
conditions 
• Collaborative Care Model (CCoM)
Billable codes for high risk patients with more than 2 chronic health 
conditions that also requires  psychiatric collaboration
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Care Team Definitions
• Treating Provider Primary Care Provider or other non-physician practitioners including Nurse 
Practitioners. Physician Assistants are included if billing under a supervising provider.
• Clinical Support Staff Employees working under the Treating Provider, subject to State law, 
licensure and scope of practice.
• Behavioral Health Care Manager The care manager should be selected based on the 
clinical skills needed; there are currently no defined credentials for this.
• Psychiatric consultant They do not have to be an employee, but should have an established 
contract with the physician or group.
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Chronic Care Management 
99490
• Care coordination for 2 or more chronic conditions.
• 20 minutes of clinical staff time directed by a physician, or other qualified healthcare provider, per calendar 
month.
99484
• Care coordination for 2 or more chronic conditions with at least one being related to behavioral health.
• 20 minutes of clinical staff time directed by a physician or other qualified healthcare professional per calendar 
month. 
99487
• Care coordination for 2 or more chronic conditions.
• 60 minutes of clinical staff time directed by a physician or other qualified health care professional, per 
calendar month. 
99489 
• Each additional 30 minutes of clinical staff time directed by a physician or other qualified health care 
professional, per calendar month.
www.citizenshealthinitiative.org | 2 White Street Concord, NH 03301 | @CitizensHealth | © 2019 University of New Hampshire All Rights Reserved
Collaborative Care Model 
99492 (formerly G0502)  
• Including collaboration with a psychiatric consultant.
• 70 minutes in the first calendar month for behavioral health care manager activities as directed by the treating 
provider. 
99493 (formerly G0503)  
• 60 minutes in a subsequent month for behavioral health care manager activities.
99494 (formerly G0504) 
• Each additional 30 minutes in a calendar month of behavioral health care manager activities. 
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Tips and Hints 
Must Include
• 2 or more chronic conditions expected to last 12 months or more
• Prior Annual Wellness Exam or Comprehensive E/M
• Documented patient consent
• Comprehensive Care Plan
• Time tracking method
Cannot Bill in the Same Month As
• Transition Care Management 
• Home Healthcare Supervision 
• Hospice Care Supervision 
• Certain ESRD Services 
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QUESTIONS & ANSWERS
www.citizenshealthinitiative.org | 2 White Street Concord, NH 03301 | @CitizensHealth | © 2019 University of New Hampshire All Rights Reserved
CLOSING REMARKS
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Resources Continued
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